The countries and territories comprising the English-speaking Caribbean (ESC) 
portionately at a fast rate (5) . This transition has implications for mental health service development. These countries of the ESC face unique challenges relating to their small size, such as limited capacity for diversification, isolation, economic volatility, limited economies of scales and higher per capita costs of public services which ultimately may limit their capacity to provide specialized health services such as mental health care (6) . Notwithstanding these challenges, the countries of the ESC have developed mental health policies, systems and programmes over the past fifty years to address the treatment gap and reduce the burden associated with mental disorders.
In this paper, we assessed the status of mental health services and system development in the ESC. We extracted data on mental health policy, service and systems from the country profiles published by WHO-Assessment Instrument for Mental Health (WHO-AIMS) which is used to evaluate mental health services and systems (7) (8) (9) . Fifteen countries and territories in the ESC completed the WHO-AIMS, of these, three are listed as upper income (Antigua and Barbuda, Barbados and Trinidad and Tobago), the majority is listed as middle-income and one country, Guyana, is listed as lowincome. The Bahamas and the Cayman Islands did not complete WHO-AIMS and are not included in this analysis.
In addition, we conducted a desk review and an Internet search was also done on Medline using PubMed to review other data sources such as service utilization data, peer reviewed journals and data published by regional and international organizations.
INTRODUCTION

Mental health burden high, but gap wide
The Global Burden of Disease Report states that mental and neurological disorders account for 14% of the global burden of disease (1) . Despite this huge burden, there exists a large treatment gap (the percentage of those who need treatment who actually do not receive treatment) which in Latin America and the Caribbean is estimated to be 58.9% for depression, 64% for bipolar disorder, 63% for anxiety disorder and 71.4% for alcohol related disorders (2) .
Bridging the gap
In 2001, The World Health Organization (WHO) made several recommendations for the development of mental health services, particularly in low and middle-income countries (LAMICs) including those in the Caribbean, where large treatment gaps in mental health exist. These recommendations include: formulation of policies, programmes and legislation; provision of treatment in primary care, the availability of psychotropic medication, the involvement of families and consumers, link with other sectors and research in mental health (3) .
In 2008, the WHO rolled out the Mental Health Gap Action Programme (mhGAP), a package of comprehensive interventions designed to scale up and improve mental health, particularly in LAMICs (4). Accordingly, the Pan American Health Organization (PAHO) refocussed its efforts to scale up mental health services in Latin America and the Caribbean (5). In 2009, PAHO's Directing Council, composed of Ministers of Health from the entire region, approved a strategy and plan of action on mental health, identifying specific, strategic areas for action.
The English-speaking Caribbean
The Caribbean comprises countries belonging to four language groups: English, Spanish, French and Dutch. The countries or territories of the English-speaking Caribbean (ESC) consist of 15 island states and two continental countries (Belize and Guyana) which share a common historical, geopolitical and sociodemographic context. These countries are predominantly small states with population ranging from 5000 (Montserrat) to the two largest, Trinidad and Tobago and Jamaica, with populations of 1 328 000 and 2 660 000 million, respectively. They were colonized by several metropolitan powers, Britain being the last, have inherited a system of government based on the Westminster style of government and a public sector fashioned on the British bureaucracy. Many institutions and legislative patterns have evolved out of the British colonial structures. The majority of these countries have achieved independence but some of them still exist as British Overseas Territories.
These countries are making the demographic transition with approximately 30% of the population under the age of 14 years and the over 60-year age group is growing dispro- 
Current mental health policies
Globally, 51-69% of LAMICs report the existence of a mental health policy, compared with 71% of high income countries (10) . Of the fifteen countries and territories in the ESC profiled in the WHO-AIMS, eight (57%) countries have developed mental health policies and in three of these the policies exist in a draft form. These policies have focussed on mental healthcare in the community, the treatment of the mentally ill in general hospitals and the provision of psychotropic drugs. Consistent with LAMICs, in general, the level of implementation of policy is low in these countries.
Mental health legislation
Legislation is a key component in driving policy and should be incorporated into the policy framework. The majority of these countries inherited legislations from the British colonial government and the existing legislation in the majority of the countries is over 50 years old and in need of revision. These findings are similar to that in LAMICs in which mental health legislations are outdated and do not adequately address modern methods of treatment and human rights issues (10) .
Expenditure on mental health
In order to reduce the large burden and treatment gap associated with mental disorders, there must be adequate financing of mental health. A dedicated mental health budget determines the extent to which a country can effectively implement and sustain mental health policies, programmes and services.
Worldwide, the majority of countries spend less than 1% of health budget on mental health (10, 13) . Researchers have noted a correlation between the economic status of the country and expenditure on mental health, with the expenditure being highest in high-income (6.8%) and middleincome (5.1%) countries, but lowest (1%) in low-income countries worldwide (10, 14) .
The average expenditure on mental health as a percentage of health budgets among ESC countries is 3.7% with a range of 1-6%. Five of the countries report expenditure within the range recommended by WHO (9) .
The expenditure in countries listed as high income is Antigua and Barbuda (4%), Barbados (7%) and Trinidad and Tobago (4%). Jamaica, which is listed as middle-income, reports an expenditure of 6%. The expenditure in mental health is an approximation, as in many countries mental health exists as part of the general healthcare system and except for salaries, it is very difficult to disaggregate the figures and give an exact figure for mental health expenditure.
Mental health services
Among the factors limiting the development of mental health services are lack of political will, inequitable distribution of resources and a lack of human resources (15) . The key components of good community services include inpatient care, outpatient services, mobile outreach teams, long term residential and occupational rehabilitation services (16) .
The literature strongly suggests that an adequate balance of community-based and hospital-based services offers the most comprehensive range of mental health services (17) .
Mental hospitals
About 80% of mental health beds in low and middle-income countries are in mental hospitals (17) despite the fact that mental hospitals are outdated institutions, are associated with higher costs of care compared to community treatment, human rights violations and run contrary to the principle that persons should be treated as close as possible to their families in the community. Factors contributing to their existence are bureaucratic inertia, resistance to phasing out mental hospitals and a lack of understanding of the primary care integration process (18) . Nine of the 15 countries profiled report the existence of a mental hospital. Previous research has shown that over 66% of their population was chronic, homeless patients who require supervised housing (8) .
Organization of MH Services
The number of mental hospital beds per 10 000 population ranges from 22/10 000 (Barbados) to 2.5/10 000 (Guyana). The Bahamas, which did not complete the WHO-AIMS, has five beds per 10 000. In Barbados and Trinidad and Tobago, which are ranked as high-income countries, the mental health services are highly centralized around large mental hospitals.
Two countries have achieved varying degrees of success in phasing out the mental hospital. Belize phased out its mental hospital in 2008 (19) . In Jamaica, there has been a 50% reduction in the population of the mental hospital over the past 50 years as a result of systematic implementation of community mental health services (20) .
Community-based care is the most effective strategy for treating persons with mental disorders; there is obviously a need to decrease the number of beds in mental hospitals in the ESC and shift the care to community-based secondary care and community facilities.
Treatment in the medical ward of general hospitals
The treatment of patients in the open medical ward is an innovative, secondary care level community mental health service which has evolved as a common practice in the ESC (21) . Studies done in Jamaica indicate that the outcome of patients treated in the open medical ward is far superior to those treated in acute psychiatric units and mental hospitals (22) . Several factors have contributed to the evolution of this model of care in open medical wards. Firstly, the limitations imposed by the size and limited resources of many of these countries do not make the establishment of mental hospitals and discrete psychiatric units viable. Secondly, in the majority of countries, the practice grew out of an explicit policy decision and thirdly, The University of the West Indies has trained doctors and psychiatrist to work in primary care settings and to treat the mentally ill in the medical wards of general hospitals.
Integration of mental health into primary healthcare
The ESC region has a well-developed primary healthcare service. The provision of mental health care in the community and the integration with primary care is an effective strategy to make mental health available and accessible to a wide cross-section of the population (23) .
In the country profiles, details on the type and quantum of service available in primary care was scant, we suspect partly because of the limitation of WHO-AIMS, but also due to a lack of understanding of the models of community mental health and the integration of mental health into primary care.
Eight of the countries profiled report having mental health outpatient facilities. Four countries report the existence of community-based residential facilities and a similar number of countries report the availability of day treatment facilities, the majority of which are based in mental hospitals.
Models of community-based service vary widely; in Jamaica, there is an integrated collaborative model of care (8) . In Trinidad and Tobago, there is a large mental hospital and there is sectorization of services in some areas (24) . Barbados has a large mental hospital and two communitybased residential facilities.
Generally, in most countries where there is no mental hospital such as Belize, mental health services are co-located in primary care settings, often existing as a vertical service with relatively little integration with primary care; in these settings, primary care staff undertake limited mental health tasks. The relatively well-developed primary care infrastructure in the ESC provides an opportunity for integration of mental health into primary healthcare.
Services to vulnerable groups
Despite the demographic realities, vulnerable populations such as children, adolescents and the elderly are underserved. Similarly, the homeless population, persons with comorbid psychiatric disorders and persons who abuse drugs have low access to treatment.
Human resources in mental health
Limited human resources in mental health pose a major barrier to mental health service provision (18) . The WHO reports that the median number of psychiatrists worldwide in low-income countries is 0.01 psychiatrist per 10 000 and in high-income countries it is 0.92 psychiatrist per 10 000 (9).
In the ESC, the number of psychiatrists per 10 000 in the population ranges from 0.06 (Belize) to 0.4 (Barbados). The smallest country, Montserrat, reports having a visiting psychiatrist (9) . It is noteworthy that Belize, despite having the lowest number of psychiatrist per capita, was able to phase out the mental hospital and to develop community mental health services; this was achieved by investing in the training of community mental health nurses (18) . Barbados and Trinidad and Tobago, which report 0.4 and 0.17 psychiatrist per 10 000, respectively -which fall within the high range for the region -do not have well-developed community mental health services and most of the psychiatrists in these countries work in the mental hospital. The number of psychologists, occupational therapists and social workers is low and greater effort is needed to train these categories of workers.
The role of regional training institutions
The University of the West Indies is a regional institution, established in 1948 with the primary objective to meet the training needs of the ESC. It is a multi-campus university with medical schools in Jamaica, Trinidad and Tobago, Barbados and The Bahamas.
Since its inception, The University of the West Indies has played a major role in the training of primary care physicians who are able to deliver services in small states with limited specialist medical services. The university medical undergraduate programme has incorporated the teaching of psychiatry and other behavioural disciplines into its curriculum. This exposes medical students to psychiatry in the emergency room, inpatient and community settings in order to ensure that they acquire the requisite knowledge and skill competencies to be able to detect and treat common mental disorders in a primary care setting (25) . The University of the West Indies also has a postgraduate programme for training psychiatrists; the objective of this programme is to train psychiatrists to work in and meet the needs of the ESC.
The training of nurses
The training of nurses has also been critical to the delivery of mental health services in the ESC. Mental health is also incorporated into the undergraduate training programme of nurses. Most countries have specialized mental health nurses who work in the community. These nurses undertake several tasks including assessment of patients, treatment of patients in primary care settings, ambulatory services, medication monitoring and they are also engaged in mental health outreach activities and promotion. Additionally, in countries where there is no psychiatrist, they work closely with health personnel in primary and secondary care settings providing ongoing support and advice. The specialized nurses working in mental health have been noted to be a low cost high impact solution to the shortage of human resources in mental health in Jamaica (21) . These nurses have played a critical role in the shifting of care to the community in most countries including Belize and Jamaica (19, 21) .
Limited human resources result in inadequate mental healthcare. Greater emphasis needs to be placed on the training of specialized mental health nurses to provide mental healthcare, especially in the community, in the ESC. As indicated previously, these nurses are able to deliver a wide range of mental health services and are ideally suited to address the lack of human resources in mental health, especially in countries where there is a shortage of psychiatrists. In many countries, several barriers have limited the effectiveness of these nurses such as resistance to granting them prescription privileges and releasing them to work in the community.
The University of the West Indies has also played a critical role in the development of newer categories of healthworkers, the community health aides. These persons are considered to be critical gatekeepers of the health service and play a major role in the delivery of mental health services at the community level (26) .
Refresher course
Continued training of healthcare workers is important to reinforce skills. Five countries report that they conduct refresher courses in mental healthcare for staff but the majority of countries do not have a programme for continuing training of staff (9) .
Access to psychotropic drugs
The provision of psychotropic drugs at all levels of the health system is critical in reducing the treatment gap. All countries report that psychotropic medication is available and that patients have access to psychotropic medication. In most countries, these drugs are available free of cost and in Jamaica and Belize they are subsidized.
The involvement of consumers and families
Increasingly, consumers of mental health services are playing a greater role in mental health. They are involved in policy development, training, service design, evaluation and research (27) . Only three countries in the ESC report the existence of consumer family associations. This is a reflection of the low activity levels among civil organizations and the high levels of stigma in regards to mental illness in these countries.
The role of the Pan American Health Organization
The Pan American Health Organization has played a catalytic role in mental health development in the region, contributing to placing mental health on the regional agenda; it provides technical cooperation in the region, assisting countries with policy development, legislative reform and capacity development. The Pan American Health Organization has assisted countries in the completion and monitoring of the WHO-AIMS. The Pan American Health Organization has been working actively in the area of mental health in emergencies, supporting countries of the region that are prone to natural disasters in order to strengthen their capacities to respond properly to future emergencies or disasters that they may face. The Pan American Health Organization/WHO has also actively undertaken initiatives to promote sharing and exchanging of experiences among countries in the region.
Regional collaboration in health
Countries of the ESC are part of the Caribbean Community (CARICOM) which is an economic grouping. There are several opportunities for cooperation in health. At the level of the Ministries of Health, the Chief Medical Officers meet every year and have endorsed a number of regional mental health strategies. Additionally, CARICOM and PAHO have independently and jointly facilitated a number of mental health policy initiatives. The University of the West Indies has supported several strategic initiatives; it has played a leading role in the development of mental health policies in several countries and it has been involved in regional consultations and policy development and in-service training of health professionals to better function in primary healthcare.
CONCLUSION
Small size and limited capacity have impacted on the development and implementation of mental health policies and plans, services and systems in the ESC. Although great progress has been made in the development of mental health policy, services and systems, the level of policy implementation remains low and there is a need to scale up services for mental disorders.
Countries of the ESC need to urgently address the human rights issues in regards to the treatment and care of the mentally ill. Greater effort is needed to ensure that mental health legislation incorporates fundamental human rights principles and promotes and protects the human rights of persons with mental disorders. These countries should be guided by the Convention on the Rights of Persons with Disabilities and other principles enunciated in regional and international human rights instruments to ensure that legislations are compatible with modern mental health standards and regional and international human rights conventions.
There exists a well-developed primary healthcare system in most of these countries. This offers tremendous opportunity to develop an integrated community and homebased model of service delivery. Innovative programmes such as the treatment of the mentally ill in medical wards and the training of mental health nurses to deliver services have enabled these countries to expand care into the community despite the limited resources. However, greater effort is needed to phase out mental hospitals in countries where they exist and expand community mental health services.
One strategy that should be employed for the development of community mental health services is the integration of mental health into primary care. In order to facilitate this process, there needs to be greater sensitization of decisionmakers and a determination of the best model suited to a particular country given the constraints of size and resources. Furthermore, the formulation of legislation should be done to facilitate treatment in the community, more attention should be focussed on the training of primary healthcare staff in mental health, task shifting in primary healthcare, the reorientation of mental health staff to undertake a more collaborative role in primary healthcare, the development of treatment protocols to be used at the community level and the development of a home-based package of care.
Greater effort is also needed to engage consumers as they can play a role in advocacy and other areas of service delivery; mental health services to vulnerable people needs to be scaled up.
Regional partners provide a great opportunity for collaboration in the development of mental health services and greater effort is needed to involve them to provide technical support to countries.
